WHEN fully formed, a dental cyst comprises a wall and fluid contents. The wall always has an inner lining of epithelium, by the breaking down of which the fluid is formed, and an outer lining of fibrous tissue. The cyst is entire; there is never the bare dead end of a toothroot projecting into the cyst, but there is or has been, always, a septic tooth of the permanent set at the point of origin. In the fibrous wall of the smaller cysts there is always to be found a more or less extensive spongework of epithelium. The earlier the cyst is examined, and the smaller it is, the more abundant is this spongework and the less conspicuous is the cystic cavity in relation to the whole of the tumour. At the same time the cyst fluid, which in the larger specimens is quite liquid and transparent, is found to become more tenacious in composition and to hold in suspension so large a quantity of cholesterin crystals as to give it a superficial resemblance to pus. This resemblance to pus is further increased in the earlier stages by the fact that there is in the first formed liquid contents a certain amount of dead mesoblastic tissue and of inflammatory cells. Such small cysts as we are now thinking of are extremely common, and are still, I believe, very generally referred to as abscess-sacs on account of the opaque whitish appearance of their contents. They are always found in connexion with septic teeth of the permanent set. The cyst may be developed at any part of the root, and a single tooth, especially multi-rooted, may have on extraction more than one cyst attached to it. Further, if the sockets be examined after extraction under a local anasthetic containing suprarenal extract, it is not infrequently possible to see a small cyst which has been left behind, torn away from the root. This point of frequency is one upon which I wish to fay special emphasis. The fully developed dental cyst is probably the commonest tumour of the body; the small, undiagnosable cyst is many times more common at a venture fifty times; while the earliest stage of all, which I shall next consider, is practically as common as septic teetb.
The earliest stage of a dental cyst consists of a spongework of epithelium, or in rare cases of a single bulb. This spongework of oVergrown epithelium is practically always to be found in the inflamed and thickened alveolar-dental ligament surrounding septic teeth. It is included in a bed of interstitial granulation tissue, the result of a chronic infection of low virulence. I need not labour the point of the extreme frequency of these granulomata. Both the granulation tissue and the epithelial spongework are obviously the result of the same chronic irritation. -I have examined microscopically many hundred such granulomata, and only twice found no sign of epithelium; one was a small mass and showed a typical picture of a commencing abscess, and the other was a large granulomatous bed surrounding pyorrhceic lower molars, suggesting the possibility of sarcoma by its unusual extent.
There is thus a diminution of frequency from the beginning to the end of the process of dental cyst formation. Epithelial granulomata (or as I first called them, epithelial root-tumours) are very common in connexion with septic teeth of both sets; small cysts are common in connexion with septic teeth of the permanent set; fully developed cysts, clinically diagnosable, are less common, but still so common as to be probably the commonest tumour of the body, again in connexion only with the permanent teeth. The reasons for this are, I think, obvious. The temporary teeth, alveolus and all it contains, are swept away before cysts have time to form. Acute destructive inflammation and timely extraction account for the progressive diminution among the permanent teeth.
I have spoken of septic teeth instead of dead teeth. This is because though in fact the infection which culminates in a dental cyst is provided almost entirely by dead teeth, nevertheless the earliest stageepithelial granuloma-is found commonly in the thickened alveolardental ligament of pyorrheea, and I have seen two cases of dental cyst in connexion with living but pyorrhoeic teeth. I have also seen a Section of Odontology similar cyst of the gum at the point of exit of a chronic sinus connected with a dead tooth.
As to the actual infecting material, I can only say that I have never yet succeeded in demonstrating microscopically anything except yeastforms, or in cultivating any organism except in one case in which I grew what I take to have been a yeast. The culture unfortunately died out before I could make any experiment with it. If there are organisms in dental cysts I hope Dr. Drew's method of staining will enable us to demonstrate them. At present it seems as if toxic infiltration were the effective cause. The microscopic appearances of the granulomata-thickly aggregated plasma cells-are such as are always found in cases of chronic infection of low virulence.
Once started, the growth of the epithelium appears to go on independently of external stimulus after a certain point. The originating tooth may be removed and the cyst still continue to enlarge, but up to now I have not demonstrated any persistent organism except yeast already mentioned. Yeast forms are, however, common in all inflammatory tissues about the mouth.
Treatment.
In a general way the treatment consists in extracting the originating tooth, making a large opening into the cyst cavity, peeling off the cyst membrane, and keeping the opening patent and the cavity clean till the cavity heals from the bottom. But in many cases this cannot be done, especially as concerns taking away the whole cyst membrane. When operating on a suppurating cyst it may be impossible or unwise, in view of the septic condition of the parts, to do more than extract the tooth and make a large opening for drainage. In dealing with a large cyst of the mandible peeling away the whole of the cyst-membrane is almost certain to expose the inferior dental nerve in the floor of the cavity; in such a case it is best to cut away the roof and sides of the, cyst nearly to the level with the floor, leaving the cyst epithelium of the floor to blend with, or be replaced by, the epithelium of the gum, rather than interfere with the nerve trunk. Once there is free drainage-a big, permanent, opening into the cyst-the remaining cyst-epithelium is no detriment to, or, indeed, may be useful in hastening healing. I have never yet seen the epithelium of a dental cyst become malignant, though I think I have seen the fibrous wall become sarcomatous after the cyst had suppurated and discharged through an insufficient sinus for some years.. In this case the microscopic diagnosis was fibrosarcoma, but no recurrence has taken place in some fifteen years though only part of the vertical depth of the jaw was removed. In the maxilla a large cyst may press the antrum upwards till it is a mere slit beneath the orbit. This may be suspected when in the case of a large cyst no blood comes from the nose during operation. In these cases as large an opening as is practicable and drainage for one or two years will be needed. Not uncommonly a cyst projects into the antrum or even fills its cavity. In such cases blood will come from the nose when the deeper part of the cyst membrane is detached. Drainage for a considerable time will then be needed to allow of regeneration of the antral ciliated epithelium and to allow the true cyst cavity to contract. After a time the case should be treated as a healing case of antral suppuaration and the mouth wound allowed to close when the whole bone cavity appears healthy.
The wider the bone can be excised and'the less cavity there is left the quicker will be the healing, indeed some few saucer-shaped cavities may be left to heal by first intention, but efficient and prolonged drainage will secure success with an opening far less than the ideal. This fact is sometimes of great use in preserving teeth which would have to be extracted to extend the opening, or in avoiding facial deformity. The best means of securing drainage is to make at once a vulcanite plug to fit the opening. This can be moulded in the mouth in soft " Stent's" to the desired shape and size and the " Stent's" plug at once fiasked. Till the plug is made the opening must be kept packed -deep plugging is not wanted. For syringing, 10 grm. sod. bicarb. to the ounce of 1-80 carbolic lotion is as good as anything I know of. The sod. bicarb. washes away blood, mucus, &c., and the carbolic acid 1-80 is inhibitant of germ growth.
Mr. HOWARD MUMMERY.
As the clinical aspects of the question will, I amr sure, be fully presented this evening I propose to confine my remarks chiefly to the microscopic structure of cysts. The predominance of certain cells and the arrangement of the elements of the growth seem to be more varied than we have generally been led to suppose and I would like especially to draw attention to these variations. The essential elements of granulation tissue, of which these growths are built up, are endothelial cells, and fibroblasts or connective tissue cells. In the great majority of cases epithelial cells are present in more or less abundance and inflammatory products are also included. Among the inflammatory products we
